The research literature documents a growing number of integrative oncology programs. These programs share a common vision to provide whole-person, patient-centred care, but each program is unique in terms of its structure and operational model.
INTRODUCTION
Cancer patients worldwide are increasingly combining complementary health care interventions such as acupuncture, massage therapy, and naturopathic medicine with conventional treatments such as chemotherapy, radiation, and surgery. Population-based studies suggest that at least half of all cancer patients use some type of complementary therapy during their experience with cancer [1] [2] [3] [4] [5] . In parallel with and as a response to that trend, the field of integrative oncology has emerged to ensure that patients have access to evidence-based cancer care that is safe, comprehensive, and patient-centred throughout the cancer spectrum.
The goals of integrative oncology are to reduce the side effects of conventional treatment, to improve cancer symptoms, to enhance emotional health, to improve quality of life, and sometimes to enhance the effect of conventional treatments [6] [7] [8] . Sagar and Leis describe integrative oncology as both a science and a philosophy that recognizes the complexity of care for cancer patients and that provides a multitude of evidence-based approaches to accompany conventional therapies and to facilitate health 9 .
In 2009, the Society for Integrative Oncology published practice guidelines, representing evidencebased recommendations for the treatment of common
ABSTRACT

Objective
This systematic review set out to summarize the research literature describing integrative oncology programs.
Methods
Searches were conducted of 9 electronic databases, relevant journals (hand searched), and conference abstracts, and experts were contacted. Two investigators independently screened titles and abstracts for reports describing examples of programs that combine complementary and conventional cancer care. English-, French-, and German-language articles were included, with no date restriction.
From the articles located, descriptive data were extracted according to 6 concepts: description of article, description of clinic, components of care, administrative structure, process of care, and measurable outcomes used.
Results
Of the 29 programs included, most were situated in the United States (n = 12, 41%) and England (n = 10, 34%). More than half (n = 16, 55%) operate within a hospital, and 7 (24%) are community-based. Clients come through patient self-referral (n = 15, 52%) and by referral from conventional health care providers (n = 9, 31%) and from cancer agencies (n = 7, 24%). In 12 programs (41%), conventional care is provided onsite; 7 programs (24%) collaborate with conventional centres to provide integrative care. Programs are supported financially through donations (n = 10, 34%), cancer agencies or hospitals (n = 7, 24%), private foundations (n = 6, 21%), and public funds (n = 3, 10%). Nearly two thirds of the programs maintain a research (n = 18, 62%) or evaluation (n = 15, 52%) program.
problems encountered by cancer patients 6 . The guidelines are based on a summary and critical analysis of manuscripts and textbook chapters on complementary and integrative medicine in oncology and have proved useful for health professionals in providing evidencebased and patient-centred advice to individual patients. Practice guidelines are, however, only one part of integrative oncology practice. Integrative practice also requires that a number of interdisciplinary professionals practice alongside each other and, ideally, communicate in nonhierarchical and respectful ways to further the goals of treating the whole person and of promoting health 10 . This description of integrative practice is an idealized one, and it is more likely that practice models evolve with integration as a goal that is not necessarily achieved. Although it seems reasonable to expect that all integrative oncology practitioners share a common philosophy of patientcentred, whole-person, and evidence-based care, it is unclear how such a philosophy has developed within real-world examples of integrative oncology programs. The literature contains many reports that document examples of integrative oncology practice, and yet that literature has not been reviewed and summarized.
In the same way that practice guidelines have helped to advance the practice of integrative oncology, a summary of the literature describing integrative oncology programs is needed to inform the development of integrative oncology policies, to further develop and refine existing and new programs of care, and to begin conceptualizing the broader infrastructure of integrative oncology practice, education, and research.
Our objective was to use the methods of systematic review to summarize the research literature describing integrative oncology programs. Specifically, we were interested in summarizing elements relevant to the development and operation of an integrative oncology program or centre, including the components of care, administrative structure, process of care, and measurable outcomes used.
METHODS
We conducted a systematic review of the literature describing integrative oncology programs and centres. We expected a wide range of practice models 11 , and we therefore did not impose a strict definition of integrative health care. Instead, we searched for articles that described examples of integrative oncology care, based on the provision of complementary care in addition to (and not in opposition to) conventional care. Despite setting broad inclusion criteria for integrative oncology programs, we were careful to distinguish between "complementary" and "alternative" care, reviewing only program descriptions that include complementary therapies in addition to "conventional" care provided by medical doctors, including chemotherapy, radiation therapy, and surgery. Complementary therapies represent a diverse set of therapies that are nonsurgical and non-pharmaceutical, but that have known efficacy 6 . Alternative therapies do not have a scientific foundation and are typically promoted as alternatives to conventional care. Given the requirement for evidence within integrative oncology 6, 9 , programs that provide alternative care were excluded from our review.
The search incorporated a number of methods to identify published articles. Two investigators independently screened all identified titles and abstracts for potential inclusion in the review. Full-text reports of the selected records from the screening phase were obtained and a final assessment for inclusion was made independently by the same two reviewers. To be included, articles had to describe examples of clinics or programs that provide some combination of complementary and conventional cancer care exclusively to any one or a combination of cancer patients, cancer survivors, or people wishing to prevent cancer. Articles documenting general integrative medicine programs, even if cancer patients made up a substantial portion of the client base, and programs that provide only singleagent complementary therapies were excluded. Further, articles had to document original research or describe the process of cancer care. Abstracts for which we could not locate a full-text article were excluded, as were publications in a language other than English, French, or German. Disagreements were resolved by consensus.
Data were extracted according to 6 main concepts and within 88 data elements guided by the key concepts of integrative health care practice as A standardized data extraction form and guidelines were developed and pilot-tested to enhance reliability in data extraction. All data were extracted by one, and verified by a second, investigator. We contacted authors of the included articles to review key elements of the extracted data related to their programs and to supply any missing data. Data were summarized descriptively, using frequencies for categorical data and content analysis for qualitative data 12 , to generate a list of common categories.
This study was funded by the Lotte and John Hecht Memorial Foundation. The funder had no role in the collection, analysis, or interpretation of data and has no right to approve or disapprove publication of a finished manuscript. Because this study did not involve human participants, ethics approval was not required.
RESULTS
We identified 1622 records for screening, and we reviewed 220 full-text manuscripts for potential inclusion. In total, 53 articles describing 29 examples of integrative oncology programs were included in the review ( Figure 1 ). As part of the identification of eligible programs, we sent e-mail messages to 24 individuals affiliated with the programs or centres included in our review for whom we could locate contact information. We asked those individuals to verify the extracted data and to provide missing data. Messages to 5 recipients were undeliverable, and the 19 remaining messages attracted 11 responses. As a result of this process, two programs were excluded as they were clarified to be integrative medicine and not specifically integrative oncology programs.
Description of Articles
The 53 included articles were published in journals or books specific to complementary therapies (n = 15, 28%), mainstream oncology (n = 15, 28%), integrative oncology (n = 12, 23%), conventional medicine (n = 8, 15%), social sciences (n = 2, 4%), and integrative medicine (n = 1, 2%). Almost half (n = 24, 45%) had been published in the last 5 years, and 46 (87%) had been published since the year 2000. Most articles (n = 44, 83%) were descriptive. A smaller number (17%) described research, including evaluation (n = 5, 55%), qualitative (n = 3, 33%), and observational (n = 2, 22%) studies.
Description of Integrative Oncology Programs
Of the 29 integrative oncology programs included in the review, 12 (41%) operate within the United States, 10 (34%) in England, 3 (10%) in Canada, and 2 (7%) in Germany [location not reported (nr) = 2 (7%)]. The described programs were established between 1968 and 2007, with 10 (34%) having been established in the 1990s, 6 (21%) in the 1980s, and 3 (10%) in the 2000s (establishment period nr = 9, 31%). At least 1 program ceased operation after publication: The Geffen Cancer Center and Research Institute closed in 2003, although it continued in a different format as the Seven Levels of Healing program. All but 2 programs operate in urban centres (locale nr = 5, 17%). More than half (n = 17, 59%) operate within a hospital setting; 7 (24%) are community-based; and 1 operates both within the community and within a U.S. National Cancer Institute-designated Comprehensive Cancer Center (setting nr = 5, 17%).
In 14 programs (48%), treatment is offered to people with any type and any stage of cancer; 2 programs (7%) focus solely on breast cancer (clientele type nr = 13, 45%). Patient access to the programs most commonly comes from self-referral by patients (n = 16, 55%); referrals from conventional health care providers (n = 11, 38%), word of mouth (n = 10, 34%), advertising (n = 8, 28%), and referrals from a cancer agency (n = 8, 28%) also account for access.
Few data about the physical characteristics of most centres were reported (physical characteristics nr = 20, 69%), but among the 9 programs that reported some aspect of their physical space, that space was most commonly described using such words as "peaceful," "soothing," and "natural." Some features described included natural elements of wood and water, natural lighting, flowers and gardens, or aromatherapy and relaxing music.
Components of Care
Fewer than half the programs (n = 12, 41%) provide both complementary and conventional therapies in the same location. Of the remaining programs, 8 (28%) provide complementary therapies at one location and collaborate with conventional oncology centres in other settings to provide an integrative approach to care (therapy locations nr = 9, 31%). Each program incorporates a number of complementary therapies, with mind-body medicine (including meditation, visualization, and relaxation), massage, nutrition counselling, and acupuncture being the most common ( Figure 2 ). The decision to offer specific complementary therapies is most commonly made based on evidence (n = 12, 41%) and patient demand (n = 10, 34%). Other reasons include clinical experience (n = 3, 10%), recommendation from a conventional health care practitioner (n = 2, 7%), recommendation from a complementary health care practitioner (n = 1, 3%), availability of practitioners (n = 1, 3%), and the ability to easily integrate a therapy into a hospital setting (n = 1, 3%). The stated goals of all the included integrative oncology programs were closely aligned, collectively identifying common principles within the field, such as "whole-person," "patient-centred," "collaborative," "empowerment," and "evidencebased." Further, each of the included programs had framed their goals in terms of providing high-quality supportive care alongside, and not in place of, conventional care.
Of the included programs, 12 (41%) reported that practitioners regularly meet in a formal setting; 5 (17%) reported not meeting formally; and 12 (41%) did not report on this topic. Of the 12 programs that reported regular meetings, those meetings occur at least weekly to discuss individual or complex cases, to develop and coordinate integrative care plans, or to provide updates on patients previously discussed. In 9 of the 12 programs, complementary and conventional care providers both attend the meetings; in 3 programs, only the conventional practitioners attend. About half the programs (n = 16, 55%) reported involving family members or caregivers in their integrative program; the remaining 13 programs (45%) reported no data for such involvement. Most programs that involve family members and caregivers offer a package of care to those individuals that is the same as the package offered to patients (n = 8, 28%); others offer support sessions and psychological interventions (n = 3, 10%) or a more limited set of therapies (n = 3, 10%).
Education is often seen as an important component of integrative care, with more than half the programs (n = 16, 55%) reporting that they offer some element of community outreach or education, most commonly seminars or lectures (n = 9, 31%) or curriculum for health professionals (n = 3, 10%). One program described taking advantage of new media technologies, regularly developing and posting blogs and other multimedia entries on their Web site.
In general, few data about the components of integrative care were reported (Figure 3 ), including whether a primary caregiver is assigned to each patient (nr = 17, 59%), whether patient charts are shared between members of the integrative care team (nr = 16, 55%), and whether practitioners are required to hold certain credentials or to meet certain standards (nr = 18, 62%) or to undergo training specific to cancer (nr = 12, 41%).
Administrative Structure
Although information was scarcely reported for many data elements related to the organizational structure of integrative oncology programs (Figure 3) , some elements were fairly well reported. For example, almost two thirds of the programs (n = 18, 62%) reported having dedicated staff, but little information was reported about the number of full-and part-time staff, job titles, and responsibilities. It is also clear that approaching two thirds of the programs (n = 17, 59%) maintained a hospital affiliation, with those programs operating within or beside hospitals or cancer centres, or serving as a community affiliate of a local hospital.
About half the programs (n = 15, 52%) reported some information about the process they followed to develop their organizational structure (process nr = 14, 48%). Strategies varied and seemed to depend on the local environment in which the program would operate and also on the people who were leading the process. Most commonly, a steering committee or subcommittees (or both) were developed to explore issues such as staffing, funding, practice scope, and credentials (n = 5, 17%). Pilot studies and needs assessments were likewise common (n = 5, 17%). Other strategies included consultations with health care professionals, cancer patients, and administrative personnel (n = 3, 10%); offers of complementary or integrative medicine education to health care professionals and cancer patients (n = 3, 10%); and coordinated visits to established integrative oncology programs (n = 1, 3%).
Many strategies were reported for funding daily operations and for recovering the costs of complementary (and, in some countries, conventional) cancer therapies from patients (Table i). Most programs described more than one funding and cost-recovery strategy. Daily operations are funded (funding nr = 10, 34%) through a combination of charitable donations (n = 13, 45%), cancer agency or hospital funds (n = 6, 21%), private foundation support (n = 5, 17%), public funding (n = 4, 14%), volunteer support (n = 2, 7%), licensing fees (n = 1, 3%), and research grants (n = 1, 3%). Costs of treatment are recovered (recovery nr = 13, 45%) through direct patient payment (n = 5, 17%), private insurance (n = 3, 10%), a membership fee (n = 1, 3%), and public health care (n = 1, 3%). At least some complementary therapies are offered free of charge within 15 programs (52%).
Overall, funding mechanisms show variability and variety, but some within-country similarities are notable. The programs in our sample that operate in England are financed partly through charitable donations and public (National Health Service) or hospital funds, with some volunteer support. Those programs exclusively provide complementary therapies free of charge, sometimes with a donation request and a limit placed on the number of hours or sessions that clients can access. Programs within the United States also rely on support from foundations, private donors, and (in 1 case) research grants, but financing is also assisted through hospital budgets (where relevant), third-party billing, and direct billing to patients. Those programs most commonly recover costs from private insurance plans and direct patient payment, but most also provide at least some therapies free of charge or at a reduced rate.
Process of Care
Information about the initial patient assessment procedure was reported for 20 programs (69%). Initial assessments commonly involve a structured consultation or consultations with one or more therapists to collaboratively develop a care plan (n = 6, 21%); patient education and advice (n = 5, 17%); a structured introduction to available services (n = 4, 14%); a holistic (that is, some combination of physical, psychological, social, or spiritual) assessment (n = 4, 14%); a medical history and a history of complementary and conventional therapy use (n = 3, 10%); an assessment of patient needs, concerns, and expectations (n = 3, 10%); and other assessments such as physical exams, psychological assessments, and lifestyle consultations. Further, three quarters of the programs (n = 21, 72%) reported some details about patient flow through the integrative programs (n = 8, 28%), although the level of detail reported varied widely between programs. The integrative oncology programs included in our review used a variety of elements: tours, orientations, or structured introductory sessions before the start of care; individualized diet or supplementation programs or advice; telephone help lines; routine patient evaluation and follow-up consultations; referral to community-based resources; various means of internal referrals; and patient education, among others.
Some programs are inpatient-only programs, others are outpatient-only, and some serve both inpatients and outpatients. Programs also vary by the level of patient involvement in their own care and decision-making, with a tendency toward collaborative decision-making between therapists, patients, and their families. Some programs are very structured, with a common process outlined for each participant or client within the program, and others are very unstructured and rely on patients to identify and schedule appointments for their therapies of choice. Some programs require a written referral or clearance from conventional practitioners to proceed with complementary treatment, and others rely on only informal communication between complementary and conventional cancer professionals, often initiated by patients.
Clearly, the complexity of, and the variety within, programs cannot be summarized succinctly, and so Table ii provides a brief description of the process of care within each program. Complementary therapy cost recovery: All therapies are free of charge.
Name not provided 64 Southeast England, U.K.
Hospital-based
Day-to-day funding and operations: Charitable donations.
Complementary therapy cost recovery: Free of charge with request for discretionary donation after 4 sessions of any therapy. Acupuncture and counseling are always free.
Research program description:
No active research program. A written complementary therapies plan is given to patients, placed in the medical chart, and given to source of referral. The plan is adjusted based on input from health care providers and is periodically reviewed and adjusted accordingly by patient and nurse specialist. For the more "invasive" interventions (for example, acupuncture), the nurse specialist obtains a medical clearance stating that laboratory results and the patient's health status are at a level that would be safe to proceed with the intervention. A course in 5 levels allows people to self-select for the extent of instruction they want and provides motivation to progress through the levels. The work is done almost entirely with groups, both for reasons of economy and because peer interaction is valuable in normalizing the experience of individuals and providing emotional support. Introductory course called "Coping with Cancer" involves basic self-help techniques (for example, guided imagery). Level 2 introduces patient to journaling, consulting an inner healer, and undertaking a spiritual search. Level 3 explores judgment, reactivity of people, forgiveness and guilt, need to feel special and unconditional love. Level 4 introduces transformational healing, how to become authentic, be autonomous, and gain acceptance of self. Level 5 is "A Course in Miracles" and involves a profound and difficult text that explores how we have created our own sense of ourselves, our egos, seen as separate from the divine ground. Care begins with a fireside chat to learn about the centre, followed by a 2-day "introductory program" of seminars and experiential sessions with the goal to provide a framework to help people explore the ways in which mind, body, and spirit can contribute to healing and to support them in creating their own integrative program. Following the introductory program, patients and their family members participate in two 90-minute consultations with a Centre physician, with two or three 30-minute follow-ups. Adjunctive complementary care is recommended either by complementary practitioners working at the Centre or in the community.
C a r e g i v e r s a t t e n d t h e 2 -d a y introductory seminar series and can attend regular support group sessions.
Integrative Medicine Program at The University of Texas MD Anderson Cancer Center Structured 1-to 2-hour consultation for patients to share their concerns and expectations and for staff to address those issues in a way that empowers patients. It consists of an assessment and review of medical history and examination, with questions to explore physical and emotional concerns; psychological, social, and spiritual issues; and conventional and complementary treatments used. An integrative care plan is developed to benefit patients and their families. Consultations might also involve one or all of literature search for specific treatments, review of research for patient's specific condition, review of possible interactions, review of patient's diet and supplements with nutritionist, discussion of physician's current knowledge with patient and family members.
A multidisciplinary team reviews information from initial assessment, and treatment options are determined. The team communicates options with primary physician who asked for the consultation. An integrative medicine physician discusses positive and negative aspects of each complementary and integrative option with the patient and the patient chooses treatment options to pursue. Follow up visit after 6-12 weeks to review progress.
Family members are involved in the initial consultation, along with the patient and other significant caregivers.
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Leonard P. Zakim Center at Dana-Farber Cancer Institute
Patient schedules an appointment, after which the primary oncologist is contacted by e-mail and asked if the patient is medically eligible for service. Intake forms are completed and a comprehensive medical history assessment is completed. Physicians answer questions about herb and drug interactions, treatment side effects, and other issues.
Patient decides which therapists to see and schedules appointments. All treatments must be approved by the patient's primary oncologist.
Evaluations are completed after all services, and reports go back to oncologist if there is a significant finding or report of a new symptom.
Most group programs are available to family members and staff.
Livingston-Wheeler Medical Clinic nr
The program includes: a diet; fresh and whole blood transfusions; vaccines; supplement program; antibiotics; a program to acidify the blood; attention to dental hygiene; a program of frequent baths, enemas, and sometimes high colonics; and a selective approach to conventional therapies. There are special diets for acutely ill patients, recuperating patients, and patients on a maintenance program. There are two ways to access the service. Local people can drop in for an hour-long session of therapies of their choice. For outpatients, there is an introduction at the beginning and a review at the end. Otherwise, there is a 3-or 5-day residential experience. The day and residential courses may be taken individually or in sequence, depending on the needs of the individual. There is also telephone counselling and a doctor phone-in time for those in acute need.
There is a 1-day course "Living Well With and Beyond Cancer," which offers an introduction to the basic principles and practice of the holistic approach used at the Centre.
All programs are open to caregivers.
Rossendale Hospice
After referral (by a health care professional, family member, friend, or patient), a nurse contacts the patient by telephone within 48 hours and information about service is provided.
If the patient chooses to attend, every effort is made to accommodate him or her on the 2 days designated to the service. After enrolment, there is a 10-week rolling program. The supervising counsellor conducts a pretreatment assessment with each patient to determine their cognitive understanding and comfort with the purposes of therapeutic touch, their medical diagnosis, and their suitability for treatment.
Sessions are booked for 30-45 minutes, with 4-6 patients treated at the same time. Each clinic begins with a centering meditation for the practitioners. The volunteers perform an initial hands-on assessment of the energy field around a patient's clothed body and then proceed with the treatment. A check-in for feedback is held at the end of the treatment, and a debriefing session for the volunteers by counsellors occurs at the end of each clinic.
Program available only to cancer patients. 
Research and Evaluation within Integrative Oncology Programs
More than two thirds of the programs (n = 20, 69%) reported maintaining an active research program or an evaluation strategy, or both (n = 16, 55%). Although little information was reported about participant recruitment strategies, research personnel, and a funding structure, the focus of the research programs is quite clearly clinical trials of therapies currently offered within the program, therapies being considered within the program, or evaluation of a specific model of integrative care. Some programs include a qualitative research component as a means to describe the treatment model and possible outcomes in the words of patients who have chosen an integrative approach. All programs have framed their research program in terms of the use of complementary therapies for cancer-and cancer treatment-related symptoms, but not as a cancer cure. Half the programs (n = 16, 55%) in our sample reported consistently measuring patient outcomes as a means to evaluate the program. Of the remaining programs, 2 (7%) specifically reported not conducting program evaluations, and 11 (38%) were silent on that issue. A range of outcomes are assessed across the programs, including quality of life, cancer-and cancer treatment-related symptoms, well-being, survival, patient-identified concerns and benefits, and descriptions of patient experiences within the program. Some programs rely on researcher-developed questionnaires to assess patient outcomes; others rely on standardized measures. Most commonly, a baseline assessment is made when a patient is first referred to the program, with follow-up occurring after treatment or after a predetermined amount of time.
For evaluation purposes, 3 programs (10%) reported collecting data other than patient outcome data, including clinic volume, therapies used, reasons for referral, financial assistance requests, and client feedback on aspects of the program they liked or would like to see changed. Results of the evaluation programs are used to improve the treatment approach or to develop a case for expansion of the program; they are sometimes published in academic journals or presented at scientific conferences.
DISCUSSION
Our review highlights the internationally growing number and diversity of integrative oncology programs that share a common vision to provide whole-person and patient-centred care, inclusive of evidence-based complementary and conventional medicine. At least 29 such programs are operating internationally, with the 1960s marking the beginnings of such programs and with most having been established since the 1990s. More programs are certainly in operation than are included in our review, given that we reviewed only the English, French, and German academic literature and searched only English-language databases and journals. Most of the programs included in our review are based in England or the United States, which likely does not reflect the actual pattern of integrative oncology programs internationally. For example, in Germany, complementary approaches to cancer care have historically been fairly well integrated with conventional care, although our review captured only 2 German programs. We are also aware of several integrative medicine programs within the United States that include a large cancer focus, but that are not specifically integrative oncology programs, including the Program in Integrative Medicine at the University of Arizona 65 68 . There are certainly several more examples of integrative oncology programs than were included in our review, indicating that integrative oncology programs are even more varied than described here.
At least part of the observed variety across integrative oncology programs can be explained by differences in the political, social, and organizational environments in which they were developed; other factors are the varied backgrounds, skills, and experiences of the leaders driving program development 69, 70 . The varied environments have resulted in a wide range of approaches to development and operation, collaboration, communication, and cost recovery. Most definitions of integrative oncology found in the literature refer to a novel and idealized form of health care practice that focuses on the whole person and that includes a new structure and new processes for shared patient management, shared care, and shared overall values and goals 10, 11, 43 . However, although the programs included in our review clearly strive to achieve that vision, most fall short of implementing the full spectrum of structures and processes expected within truly integrative practices. For example, fewer than half the programs we reviewed reported holding regular inter-professional team meetings or sharing charts with the interprofessional team, processes that are both fundamental to providing seamless, interdisciplinary care inclusive of both conventional and complementary medicine. This lack of agreement between idealized and real-world practice should not, however, reflect poorly on the real-world examples that we reviewed; instead, it reflects the context-dependent nature of those programs 70 . The included integrative oncology programs are quite likely representations of what is possible in the current political, social, and organizational environment in which complementary medicine remains on the margins of mainstream care. Regardless, the observed differences between idealized and real-world practice does raise a question: Just how "integrative" is the discipline of integrative oncology at present? Perhaps our findings signal a need to develop a scale or other tool to help gauge progress towards the vision. Further, the observed variety in operational models highlights the need for all programs-developing and existing-to maintain a comprehensive understanding of factors that could influence sustainability: for example policies, regulations, technology, and patient demands. Through regular process evaluations, integrative oncology programs can adapt to remain relevant and effective in the community they serve 69 .
The articles included in this review are only snapshots of programs at certain points in time, and therefore our review of them does not capture the complexity and fluidity of programs as they adapt and change within their environment. Similarly, we are tied to a reported view of included programs, a view that is inherently limited by the space constraints of the written record and that holds the potential for selective or idealized reporting. To enhance data reliability and to minimize missing data, we attempted to contact personnel within each of the included programs. We were somewhat successful, but we were not able to talk to a representative from every program. It is therefore likely that some of the information reported here is out of date or otherwise no longer applicable. For example, we are aware that at least 1 of the included programs, the Geffen Cancer Center and Research Institute, no longer operates in the reported format. The same could also be true for other programs.
CONCLUSIONS
Our review suggests that distinct integrative oncology models are operating within England and the United States, with few published examples from other countries to be able to draw reliable comparisons. A mixture of both hospital-and communitybased programs operate in each country, but the way in which the day-to-day operations are financed, the programs are administered, and costs are recovered from clients vary. Programs in England are exclusively funded through charitable donations and public or hospital funds, with some volunteer support; programs in the United States sometimes use such sources and additionally obtain support through third-party billing, direct billing to patients, and research grants. Further, programs in England exclusively provide care free of charge, but most place a limit on services that clients can receive. Within the United States, free care is not uncommon, but payment is usually involved, which might be recovered through insurance or direct patient payment.
Given the growth and innovation in the integrative oncology field, we hope that this review provides a starting point to navigate some of the issues involved in developing and establishing such programs. It should be instructive for practitioners, researchers, administrators, and funders working in an integrative oncology environment to read of the varied examples and factors that influence program development. Integrative oncology attempts to bridge numerous therapeutic modalities and philosophies of care, and related programs may therefore not be supported by all types of practitioners despite being requested by many patients. Furthermore, implementation is complicated by a need for system-and cultural-level changes and lack of a universal definition. Ultimately, implementation requires local collaboration and strong and committed leadership to be successful. If people working in these environments continue to publish descriptions of their experiences with program development and operation, including evaluations of the process and outcomes of their programs, the field can continue to demonstrate value that can translate across disciplines in oncology and within an evolving health care system.
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